Feature Feature
More than one million people are treated safely in the nhS each year, although evidence suggests that in complex healthcare systems things will and do go wrong, no matter how dedicated the staff (national Patient Safety agency (nPSa) 2004). Mistakes include prescribing errors, missed diagnoses or wrong-site surgery.
the term 'out of hours' usually refers to care delivered between 6.30pm and 8am on weekdays, at weekends and public holidays. these times amount to 70 per cent of the 168 hours in a week.
Many dedicated clinicians and managers strive to offer high quality and responsive services to the seven million patients who contact general practice out-of-hours services in england each year (thomé and Field 2010) .
however, the quality of these services has come under scrutiny in recent years after several high profile and tragic cases of patient harm, including that of David Gray (Care Quality Commission (CQC) 2010a), who in 2008 received a fatal overdose of painkillers prescribed by an out-of-hours doctor, and Penny Campbell (thompsons Solicitors 2008) , who died from multiple organ failure in 2005 after consulting eight out-of-hours doctors over four days.
Patients and their families often feel vulnerable out of hours because of the limited access to health care. During these often anxious times, people want access to reliable, authoritative and reassuring medical and nursing advice, and to be managed in ways most appropriate to their circumstances, whether this be via telephone advice, face-to-face consultations or home visits. Campbell and Clay (2010) note that patients are not merely 'casual' users of out-of-hours services; for many, the decision to seek such care is made with forethought, perhaps after discussion with others.
From the first point of contact with patients, it is imperative for out-of-hours care providers to ensure they deliver high quality, safe care.
Providers have increasingly used nurses and other healthcare professionals to work with GPs in out-of-hours services. this is often a way of making services more cost effective (national audit office 2006) and nurses can now handle many aspects of out-of-hours care, although doctors remain an essential element of provision (house of Commons 2007).
nursing roles and responsibilities in out-of-hours clinical care have expanded over recent years, with implications for training and development and the risks associated with this type of care delivery. treatment options that nurses are usually involved in include providing advice over the telephone and face-to-face clinical assessments at clinics and in patients' homes.
Developing systems that reduce the likelihood of patient harm and introducing standards for staff to follow are vital to ensure high quality care, write Julie Wilson and Kate Taylor Clinical risk management in out-of-hours services
Summary
The role of primary care nurses has expanded in recent years, and many now work for urgent care service providers. With role expansion comes increased professional autonomy, but this, in turn, carries a greater risk of error and, consequently, a greater need for medicolegal protection. This article considers some of the risks associated with out-of-hours care delivery, particularly in relation to telephone triage.
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Out-of-hours care, triage, risk assessment, primary care, patient harm, safety, clinical governance A 21-year-old male student, complaining of sore throat, consulted an out-of-hours care provider. A nurse undertook telephone triage and provided advice. A complaint was received some months later from the patient regarding the advice. The patient had been diagnosed with glandular fever.
Case 2.
A 65-year-old patient with back pain was triaged by a nurse, who offered him an appointment at the primary care centre. The patient rang back saying that the pain was worse and requested an urgent visit. The nurse requested a home visit by a doctor within two hours. When the doctor visited the patient about four hours later, he was not at home because his wife had called 999. The patient was diagnosed with a leaking aortic aneurysm. The wife made a complaint.
Case 3. A nurse triaged a call from an 84-year-old woman who had scalded her feet in a shower. The nurse provided general advice. A complaint was made against the nurse by the family. The patient had suffered second-degree burns.
Case 4. A mother contacted an out-of-hours service and the call was triaged by a nurse. Her nine-month-old baby had on his chest a scald that was between 1cm and 2cm in diameter. The nurse advised her to apply cold water, keep the affected area clean and see her GP the next day. The GP complained to the service that the baby should have been seen by the out-of-hours doctor to establish if a referral should have been made to avoid potential scarring and to assess the child for signs of abuse.
(Case studies are part of the informal Medical Protection Society study report)
Risk management
the theory of clinical risk management is simple: it acknowledges that all healthcare activity, by its nature, carries a risk. to understand the risks associated with out-of-hours care provision, it is important to look at the data relating to complaints and claims. the data cited here, which are the findings of an internal study undertaken by the Medical Protection Society (MPS), are, however, limited because they do not implicate nursing roles specifically as part of the risk-management process.
the MPS study analysed 526 complaints it had received over a six-month period in 2006. each case was analysed and prevalent themes in the sample were identified. the aim of the study was to determine common themes in primary-care complaints, to understand what motivates patients, or their representatives, to complain, and to feed this back to the healthcare professions concerned.
the study found that of the total number of complaints, 86 (16 per cent) involved out-of-hours care, 15 (17 per cent) of which were made after bereavement. Figure 1 shows the reasons for the complaints, as expressed by complainants.
Failure or delay in diagnosis or wrong diagnosis is the most common reason for complaint and the conditions involved in these diagnostic errors included pneumonia, meningitis, cerebrovascular accident and duodenal ulcer. Some case studies from the MPS study are outlined in Box 1.
Risk assessment
the skills and experience of staff working for nhS Direct and other out-of-hours services can differ greatly, which is a major concern, because some patients could be put at greater risk of misdiagnosis. It is, therefore, imperative that organisations providing out-of-hours services undertake risk assessments of their systems and procedures.
risk assessment is a review of systems to identify risk to patients or staff. It is increasingly recognised that safety in organisations depends on their 'safety culture ' (nPSa 2004) 
Nursing intervention
nursing roles and responsibilities can include telephone triage and consultation, and referral to doctors on duty or emergency services. these assessments are often helped by decision-support software that enables nurses to follow pathways to determine the most appropriate course of action.
telephone triage is difficult and good communication and listening skills are essential to enable nurses to pick up non-visual clues, such as pain, anxiety, fear and level of comprehension.
triage nurses must assess patients' symptoms fully and, importantly, include a full assessment of their medical histories. this can be frustrating for patients, some of whom may fail to appreciate that out-of-hours providers do not have access to their clinical records. however, eliciting these details reduces the risk of overlooking any important information.
nurses sometimes fail to understand the risks associated with telephone triage and may take on the role without additional training (Pygall 2010) . this should be an integral part of professional development and should cover, for example, use of software employed by the provider. the essential points of telephone triage are summarised in Box 3.
Communication
Effective communication skills Price et al (2007) agree that effective communication is one of the most powerful risk-management tools. It is well recognised that poor communication can be the reason for many complaints and claims of negligence against healthcare professionals (Price et al 2007) .
Communication can be verbal and non-verbal. Listening is just as important as talking, and having effective conversations with patients can lead to more accurate diagnoses, helping reduce risk of clinical error. out-of-hours clinicians should therefore review, improve and adapt their communications skills to enable them to deal with some of the barriers they may encounter. prescribing, and can prescribe medications within their clinical competence, must maintain their knowledge and be aware of the limitations to their ability to prescribe for certain patient groups (national Prescribing Centre 2010). ■ ■ nurses must ensure that, with regard to the issuing of controlled drugs, the out-of-hours services in which they work have, and adhere to, local systems and standard operating procedures.
Team communication

Protocols
Good risk management involves developing systems that reduce the likelihood of patient harm by introducing and maintaining standards and processes to which services aim to adhere. organisations are required to have protocols summarising these standards and processes. Staff must follow them, to ensure they all practise in the same way and contribute towards good clinical governance. Protocols define areas of responsibility and document the standards of care to be provided. however, it is considered poor practice for individuals to develop them in isolation, because this can result in a lack of ownership by other team members. Unless they are agreed by the teams implementing them, the protocols will rarely be referred to or followed, and only occasionally updated, which can result in team members working to different standards, to the detriment of patient care (Box 4). Particular attention should be paid to ensuring that there are specific policies and guidelines for managing children and other particularly vulnerable patient groups. there should also be a policy to flag up patients who have accessed the out-of-hours service on several occasions as part of the same episodes of care (thompsons Solicitors 2008).
Training and development
Patient care needs out of hours are diverse, so it is important for all clinicians to maintain their professional development and clinical competencies. Induction processes for working in out-of-hours services should be comprehensive and robust, and tailored to meet the needs of individual nurses, particularly those new to such settings. Induction should include shadowing and mentoring.
Auditing
It is essential to audit and provide regular feedback to nurses on their performance to improve quality assurance across out-of-hours services and a consistent approach to patient care.
the out-of-hours audit toolkit from the royal College of General Practitioners (2007) is accredited and can be used by all staff groups, including doctors, nurses and non-clinical call handlers. It is designed to capture the main components of patient contact with out-of-hours services and provide a framework by which staff can examine and improve the quality of calls and consultations.
Risk assessment and incident reporting
nurses working in out-of-hours care services must be aware of the purpose of patient safety incident reporting. reporting when things go wrong is essential, as is looking at the underlying causes and learning how to prevent incidents recurring. It is easy to blame individuals when things go wrong, but close analysis can reveal many possible underlying causes. an incident may occur, for example, because staff have had insufficient training or because policies or procedures are not stringent enough are outdated or fail to reflect best practice. associated risks must be identified and measures put in place to minimise the risk of harm to patients or staff (CQC 2010b) . this process involves identifying and analysing the risks, identifying the required actions and associated costs, and ensuring that systems are in place to allow regular review of the risks.
Box 4 Protocols
risk can be identified through incidents, complaints, audits, team meetings, or legislation and policy. But to support this, an open and fair safety culture that encourages information sharing and learning with all members of out-of-hours care teams must be promoted.
Emergency procedures
Policies and procedures that identify individual roles and responsibilities in times of clinical emergency must be in place. all nurses working in out-of-hours services must be competent in basic life support and in the use of emergency equipment. all emergency care must be documented and shared at the point of transfer to other healthcare professionals.
Security
out-of-hours care can involve working alone or in isolated premises, so it is essential that nurses take appropriate precautions and follow local lone-worker policies and guidance.
Safety features, such as risk assessments, must be in place to deal with high-risk situations such as responding to patients with histories of violent behaviour. Practical steps should be taken to reduce the risk of violence to staff, and all team members must have training in conflict resolution and dealing with aggressive patients.
Professional indemnity
all nurses working in out-of-hours services must have adequate professional indemnity, which is an expectation of the nursing and Midwifery Council (2008).
Conclusion
nurses working in out-of-hours settings have a responsibility to provide high quality services and prevent avoidable harm to patients. It is vital to provide them with appropriate training and ensure that local policies and protocols are in place, and to involve staff in developing them.
Implementing simple risk-management strategies and good practice mitigate against patient or staff incidents, and reduce complaints and legal claims. Where incidents do occur, it is important to keep staff informed and to involve them in the processes necessary to rectify the situation.
teamwork and good communication ensure that all staff are working to the same standards and are kept up to date about any changes and developments in local and national policies. It is also important to stress the need for good communication with patients in order to have all the necessary information to provide an assessment or diagnosis, especially with regard to telephone triage.
Managers must have risk-management strategies in place and ensure that all staff are aware of them, if their organisations are to provide and maintain high quality, safe services.
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